I regard election as President of this Society as the highest honour open to the venereologist practising in Britain, and this is the measure of my appreciation of being asked to serve in this capacity during the past two years. In general, the presidential duties are not onerous, thanks to the support of our active members, the wise work of our council, and the labours of our Honorary Secretary and Treasurer. To these office-bearers and to all members of our society I wish to record my sincere thanks. It is traditional for our syllabus of meetings to include a Presidential Address, and the choice of subject, at least in my own case, has proved the hardest of the presidential tasks. We are a society of specialists and "knowing more and more about less and less" restricts the breadth, if not the depth, of the field of choice.
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When I succeeded Dr. Robert Lees, a distinguished past president of this society, in Manchester, it was apparent that he had in a short time produced there a much needed transformation in the V.D. services. Enthusiastic and well-trained venereologists had been appointed, not only in Manchester itself but also at strategic points throughout this large and denselypopulated region; the structure and equipment of clinic premises had been greatly improved and, perhaps most important of all, the right "atmosphere" of the clinics and the proper approach to the patients had been created. Naturally some problems remained but it was clear that the tools for the job had been provided. Turning from the individual patient to the epidemiologic situation, I found that the control of syphilis was clearly in sight and that in the City of Manchester, the real remaining problems were gonorrhoea, non-gonococcal urethritis, other conditions requiring treatment, and the many individuals seeking reassurance that recent venereal exposure had not resulted in infection. The need for fuller epidemiologic information was clear and by 1955 the collection of the required data had been organized. The case cards were modified to record the patient's nationality and work, the place where * Presidential Address to the M.S.S.V.D., delivered on Feb. 28, 1958. the consort was met and where exposure took place, whether there was payment in money or kind, and whether the consort was known or unknown. The demographic data so collected during 1956 and 1957 have been analysed and I have chosen to speak to-night about some of the figures and my fancies resulting from this study. The venereal patient is often an unreliable witness and sometimes gives false information even regarding such straightforward items as name, address, and marital status. Nationality can usually be confirmed by appearance and accent, and this information and the diagnosis in these male patients are the only two items in the analysis for which accuracy is claimed. The other items are based on the patients' statements and will certainly be false in some cases. By studying a large sample, however, these inevitable imperfections may perhaps not preclude the discovery of broad trends which may point the direction in which further efforts at V.D. control should be pursued. Narrow conclusions must be avoided and this need for caution in interpretation is implicit in the carefully chosen title of this address.
Material and Analysis
The two major V.D. centres in Manchester are St. Luke's Clinic in ad hoc premises in the city centre and the Special Clinic at the Royal Infirmary (M.R.I.) which is the main teaching hospital. For male patients there are six morning sessions, two afternoon sessions, and three evening sessions per week at St. Luke's Clinic, while at the M.R.I. there are two evening sessions. Between the two centres, the male patient in Manchester is thus able to obtain advice and treatment on any morning except Sunday and on any week-day evening. Table I gives the total of male patients registered at these two clinics during 1956 and 1957 , with the following exceptions:
found not to be infected, e.g. general hospital in-patient and out-patient consultations, blood donors, and expectant mothers, (d) Patients transferred from other centres after diagnosis, (e) Men seeking to exclude infection, in whom no abnormality was found and who denied intercourse during the previous 3 months, (f) Male cases admitting homosexual contacts. Of the total of 6,588 cases included in the study (Table I) Only a minority of these 6,588 cases has been seen personally; in the majority, the patients have been questioned and dealt with by my colleagues on the medical staff which has not changed during the period of the study. The data recorded are therefore uninfluenced by any preconceived impressions of mine. I am, however, solely responsible for the analysis of the data and for the opinions formed as a result of this study. I have deliberately excluded female patients from this demographic inquiry, as I find that, with only a few exceptions, the female patient is entirely unreliable regarding her sexual activities.
The data were first analysed for each quarter throughout the 2 years. In both clinics, the second and third quarters of each year produced more cases than the first and fourth. This apart, the data for each quarter were so consistent that I present them on a yearly basis to serve simplicity.
Nationality. -Table III .:
1. .- (Table XIV and Fig. 9 ). Gonorrhoea/Non-Gonococcal Urethritis Ratio.-The GC/NGU ratio is shown by nationality for the M.R.I., St. Luke's Clinic, and the whole Manchester series (Table XVI) . (Table XVII) . (Table IV) ? Why are coloured patients so seldom seen with the "N" conditions listed in Table II This increase in the number of gonococcal infections in the male in 1957 has, I understand, been a fairly general experience throughout the country, and I also have evidence of a very slight increase in gonorrhoea in some of the peripheral clinics of the Manchester Regional Hospital Board area. The annual figures for gonorrhoea have been fluctuating since 1951, when the downward trend following the post-war peak became arrested, and I believe that such minor fluctuations are dependent on extraneous factors which include the state of the weather, economic and housing conditions, the local influence of national events, the existence of epidemics like influenza, public holidays, and other less discernible factors. These influences have operated in the past, but a recent factor which is certainly assuming large proportions in Manchester is that of "repeat" infections in a promiscuous minority. Coloured patients play a conspicuous part in the problem of "repeaters" which has recently been the subject of special study at St. Luke's Clinic (Watt, 1958) . About one-fifth of the total of gonorrhoea infections in males treated during 1955 (17-8 per cent.) and 1956 (19 -5 per cent.) represented "repeat" infections in individuals previously treated during these 2 years.
Infectious Syphilis.-Apart from one foreign seaman at the Seamen's Dispensary, no case of primary or secondary syphilis was seen in the Manchester clinics during 1957. Here again I believe that the situation is fluid, and that the present satisfactory position must not lead to complacency. The situation in Manchester is potentially explosive and should one or more of the promiscuous women who consort with coloured men become infected with syphilis it would be very difficult to prevent a serious outbreak.
Why has the incidence of syphilis declined so dramatically while that of gonorrhoea resists all our control activities? In males, the outward signs of syphilitic infection are obvious enough to bring the majority of primary and secondary stage cases to the clinics, and I believe therefore that the present rarity of early syphilis in the male is a firm pointer to its genuine absence in the population. After diagnosis, either infection responds well to penicillin in almost all cases; this fact suggests that the widespread use of antibiotics in general practice and hospital patients can be only a partial answer. The long incubation period of syphilis as compared with that of gonorrhoea hampers rather than helps direct control activity, as the male with a chancre often has little recollection of his consort of a month or more ago. I think, however, that the long incubation period of syphilis may indirectly be of supreme importance. In the immediate post-war period, both syphilis and gonorrhoea were common and were both frequently present in promiscuous women. In the early years of the penicillin treatment of gonorrhoea, short-acting aqueous preparations were used and dosage was often deliberately kept low in an attempt to avoid "masking" syphilis. By (Morton, 1958) is of great interest. In my experience, Reiter's syndrome is rarer in coloured than white patients, so that a racial factor may also be concerned. I believe that there may be a close parallel between the upper respiratory tract and the tonsils with their lymphatic and venous drainage on the one hand, and the urethra and prostate with their lymphatic and venous drainage on the other hand, in the causation of rheumatic fever and Reiter's syndrome. These fancies of mine about Reiter's syndrome are intentionally provocative and I hope that others will be stimulated to think about the many questions still unanswered about this fascinating condition.
Conclusions
This demographic study of the venereal patient in Manchester has provided figures of some interest to me and has raised questions which I have not been able fully to answer. However, the study was undertaken primarily to obtain an indication of the way in which efforts at V.D. control should be directed. A good deal of human suffering, chiefly mental, is represented by this series of patients, and this is particularly so in the NGU, N, and 0 cases. Can the incidence of these conditions, as well as that of gonorrhoea, be reduced?
The main conclusion is that three-quarters of all patients are exposed to venereal infection outside, having met their consort casually in the street or in a public house. The objective of the Wolfenden Committee recommendations is to drive the prostitute off the streets, and if this could be achieved a big step forward would have been made. I believe, too, that other promiscuous women not operating for money would also be discouraged from using the streets and other public places. Greater police activity could (4) Sexual activity was greatest on Fridays, Saturdays, and Sundays.
(5) The gonorrhoea/non-gonococcal urethritis ratio varied markedly in Manchester between patients of different racial groups, ranging from 1 5 in U.K. patients to 4 and over in coloured patients. The ratio was higher in white patients in Manchester than in the peripheral clinics of the Region. Probable reasons for such differences are discussed.
(6) The V.D. situation appears to be fluid rather than static.
(7) A possible explanation is advanced why infectious syphilis has almost disappeared while the incidence of gonorrhoea has risen rather than fallen since 1951.
(8) As three-quarters of all patients were exposed to venereal infection outside, having met a consort casually in the street or public house, and as over half the female consorts accepted payment in cash or kind, it is suggested that implementation of the recommendations of the Wolfenden Committee would make a significant contribution to V.D. control in Manchester. The exclusion of unaccompanied women from the general bars of public houses and greater police activity in the centre of the city against coitus in the open would also be helpful.
(9) The ultimate control of venereal disease lies outside the direct influence of the venereologist and will be both slow and difficult to achieve. At least in the major cities, the venereologist still has much work ahead of him.
I wish to thank Mr. J. Payton B.E.M., and Mr. A. Tattersall of St. Luke's Clinic for their help in the preliminary examination of the patients' records.
